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Musculoskeletal injuries during military and sport-related training are common, costly and
potentially debilitating. Thus, there is a great need to develop and implement evidence-based
injury prevention strategies to reduce the burden of musculoskeletal injury. The lack of attention
to implementation issues is a major factor limiting the ability to successfully reduce
musculoskeletal injury rates using evidence-based injury prevention programs. We propose 7 steps
that can be used to facilitate successful design and implementation of evidence-based injury
prevention programs within the logical constraints of a real-world setting by identifying
implementation barriers and associated solutions. Incorporating these 7 steps along with other
models for behavioral health interventions may improve the overall efficacy of military and sport-
related injury prevention programs.
Keywords
implementation; injury prevention; research framework; program design; sports; military
Musculoskeletal injuries place the greatest burden on military service members and the
types of injuries sustained by military service members are similar to those commonly seen
and treated in most sports medicine clinics.1 This is true whether they are participating in
military training activities or deployed in support of military operations such as Operation
Enduring Freedom or Operation Iraqi Freedom.2,3 Despite our growing understanding of the
risk factors associated with the incidence of lower-extremity musculoskeletal injuries in
military populations, implementing effective injury prevention programs within the context
of the military has been challenging.4 A major challenge to effective injury prevention
practice is translating research outcomes into actions and programs that can be effectively
implemented in real-world training settings.5 Training programs designed to reduce the risk
of these injuries in military training populations have shown promise6; however the wide-
spread implementation of these programs has not been realized. The purpose of this paper is
to review critical steps in successfully developing and implementing injury prevention
programs in military and civilian populations.7
Sports injury prevention research has often used a “sequence of prevention” model that
outlines four steps needed to develop an evidence base about sports injuries and their
causative factors.8 Unfortunately, this model does not take into consideration the need to
translate research findings into practical, effective injury prevention interventions that can
be consistently implemented in real-world settings.5 Specifically, this model does not
consider the importance of implementation issues--such as ways to achieve wide-spread
reach, adoption, compliance and long-term maintenance--for prevention programs that have
been proven to be effective. Descriptions and recommendations for implementing
efficacious sports injury prevention programs in real-world settings are limited although
recent research suggests that investing in implementation planning can enhance intervention
uptake in community sport.9 The lack of attention to implementation issues in sports injury
prevention research is a major factor limiting our ability to harness the potential of effective
injury prevention. Specifically, deficiencies in our ability to translate research findings from
controlled laboratory settings to the broader community and military greatly limits the
public health impact of current prevention programs.5,10–12
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Finch identified the real-world implementation limitations of the ‘sequence of prevention’
model, and proposed a six-stage framework that expands on the original four-step approach;
the Translating Research into Injury Prevention Practice (TRIPP) framework.5 The TRIPP
framework includes a focus on describing and assessing the intervention implementation
context and the effectiveness of injury prevention programs in real-world settings.5
However, the TRIPP framework does not provide specific guidance on the steps needed to
develop and implement an evidence-based prevention program within the logistical
constraints of a real-world setting. We propose 7 steps that can be used to operationalize
Stages 3 and 5 of the TRIPP framework and other models for behavioral health interventions
(Figure 1). These 7 steps aim to guide the design and plan the implementation of an
evidence-based preventive training program (PTP) within a real-world setting by identifying
implementation barriers and associated solutions as a critical component of the process. This
is critical for injury prevention efforts in real-world settings as a “one size fits all” approach
is not always feasible across organizations and different high risk populations (e.g. military
vs. youth soccer).
The 7 steps for designing and planning the implementation of the PTP were informed by our
experiences with the Joint Undertaking to Monitor and Prevent ACL Injury Study (JUMP
ACL study). The JUMP ACL study began as a multi-site prospective cohort study
investigating biomechanical and neuromuscular risk factors for non-contact / indirect
contact ACL injury at The United States Military, Naval, and Air Force Academies.13 The
second phase of JUMP ACL has focused on developing and implementing a PTP as part of a
cluster randomized controlled trial at the United States Military Academy at West Point
from 2010 to 2014. The PTP was delivered as a set of exercises performed as a dynamic
warm up prior to physical training. Our experiences during the this phase of the JUMP ACL
study have led us to appreciate the importance of including additional steps within the
TRIPP framework to optimize the translation of effective PTPs. By following these 7 steps
during the PTP’s design (TRIPP Stage 3) and implementation planning (TRIPP Stage 5)
processes, we have been able to achieve high levels of compliance and implementation
fidelity when implementing a PTP in a military setting.14 We believe that the lessons
learned through this process also have utility in developing and implementing PTP’s in
youth sports and civilian populations at high risk for sports related lower extremity injuries.
1) Establish Administrative Support
Assets and resources are typically focused on the mission of any organization and these
behaviors reflect leadership priorities. Initiatives that do not have leadership support
generally receive inadequate resources to support their initial and ongoing success. As a
result, it is imperative to obtain leadership buy in and support for injury prevention efforts
and to ensure that an organization’s leadership is committed to implement any new
intervention15,16 and “permission to implement” should be negotiated before developing an
intervention. If the PTP is not a leadership priority it will likely have little chance of initial
success and long-term sustainability within the target population, regardless of whether
being implemented in a youth sports league or a military training environment.
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To achieve “permission to implement” the PTP in the JUMP ACL study, we met with key
administrative leaders and stakeholders to brief them on the current science supporting
PTP’s and the potential benefits (i.e. injury prevention and performance improvement) of
implementing a PTP. We emphasized how these benefits were aligned with achieving the
overall organizational mission and objectives. Specifically, reducing the burden of lower-
extremity musculoskeletal injuries, such as ACL tears and stress fractures, increasing force
readiness and limiting lost duty days due to injury. A similar argument could be made to a
youth soccer league board of directors that focuses on their concerns and goals (e.g., player
safety, improved performance, parent marketing) as an organization. As with the
introduction of any innovation in an organization,15 it is critical to demonstrate that the
benefits of implementing a PTP are directly aligned with the overall mission and goals of the
organization.
Administrative leaders and stakeholders are more likely to implement new programs that are
compatible with how they are evaluated for professional success.17 Thus, when briefing
administrative leaders and stakeholders we believed it was important to highlight how
implementing a PTP could positively impact how they were evaluated for both individual
and organizational success. For example, in a military training environment key metrics
might include improvements in physical fitness as measured by the Army Physical Fitness
Test (APFT) or low attrition rates due to injury. Aligning PTP outcomes with these
organizational metrics can enhance buy in and commitment from key stakeholders.
We highlighted the following points during our briefings to establish administrative support
and buy-in for the PTP. First, we drew their attention to the negative outcomes associated
with training-related injuries. We emphasized that such injuries are common, costly, result
in significant time loss during training, reduce overall performance and military readiness
and ultimately decrease capacity to achieve organizational goals and mission essential tasks.
Second, we proactively addressed the common belief that implementing a PTP will mean
less time will be available for other training, thus detracting from organizational goals and
success. To do this we highlighted previous research demonstrating that PTP’s can be
completed in short time periods,18 and are effective in decreasing musculoskeletal injury
rates,18–20 and improving athletic performance.18,21,22 We believed it was important to
emphasize how implementing a PTP would not detract from the organization’s goals, but
rather would reduce overall costs while simultaneously improving performance. These
benefits may help improve organizational efficiency and amplify the positive effects of other
training measures to achieve organizational success.
Another common barrier for achieving “permission to implement” can be an organization’s
belief that the program they have in place is already achieving the desired outcome. To
overcome this barrier in the JUMP ACL study we provided information to the administrative
leadership and key stakeholders. We emphasized that the existing warm-up program did not
incorporate evidence-based exercises shown to improve biomechanics associated with injury
risk and mechanisms, reduce injury rates, and improve athletic performance measures. Thus,
we highlighted the relative advantage of what was being proposed over the current
practice16 and the benefits of refining and optimizing what was already in place and working
together to design and implement an evidence-based PTP. This allowed us to collaborate
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with the administrative leaders and stakeholders in developing a PTP that was aligned with
their organizational goals that would fit within the context of existing schedules and
programs. This type of collaborative program design may help establish trust with the
organization and ultimately achieve “permission to implement.” This approach is also likely
to foster support for long-term sustainability following the initial implementation cycle,
which is important when developing an exit strategy as outlined in step 7 below.
2) Develop an Interdisciplinary Implementation Team
Having obtained administrative support for program implementation, we developed an
interdisciplinary implementation team to assist with developing the PTP and its associated
implementation strategy. This is in line with key steps in a range of implementation planning
frameworks and process described in the literature.15,23 We involved key stakeholders to
ensure that the PTP we developed was both evidence-based and context-specific. Key
stakeholders may include program implementers (those involved in program development
and operations), partners (those who actively support the program), participants (those
served or affected by the program), and decision makers (those in a position to do or decide
something about the program). In the context of implementing a PTP, key stakeholders may
include program designers, trainers, end users (e.g., non-commissioned officers, coaches),
healthcare providers, and administrators. It may also be important to engage potential critics
or adversaries of the program to avoid potential barriers during implementation. In working
with community based programs it is also probably important to include athletes, parents,
coaches, and other stakeholders that may have a vested interest in the PTP within the target
population.
The primary role of the interdisciplinary implementation team was to identify and suggest
possible solutions for all potential logistical issues that could negatively influence the
fidelity, compliance, and long-term adoption of the PTP. It was also important to attempt to
limit the impact of any injury prevention efforts on activities that organizational leaders
deemed critical to their primary mission (training military officers). This was accomplished
by the interdisciplinary team through working closely with leaders and key stake holders to
identify the proper timing and sequence for PTP delivery around mission essential activities.
We achieved a comprehensive, multi-perspective view of potential logistical barriers to
implementation through our discussions. Recommendations for exercise inclusion were
solicited from these key stakeholders to ensure that the PTP was not only focused on injury
prevention but also on improving physical performance in areas that were important to the
organization. For example, push-up performance is important for the military and the push-
up is also a good exercise to work on core stability when performed correctly, so this
exercise was included in our PTP to satisfy the shared goals of the organization and program
planners.
3) Identify Logistical Barriers and Solutions
We grouped the identified “implementation barriers” into four main categories: time,
personnel, environment, and organization. The following “implementation barriers” were
identified by our interdisciplinary implementation team:
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• Time of day the PTP would be performed
• Duration of each PTP session
• Frequency with which the PTP would be performed each week
• Opportunity costs for using training time for PTP
Personnel
• Experience and expertise of those leading the PTP
• Baseline movement quality of those performing the PTP
• Previous experience in performing injury prevention exercises of those performing
the PTP
Environment
• Location/setting in which the PTP will be performed
• Equipment available when performing the PTP
Organization
• Organizational goals and metrics of success
• Current warm-up endorsed by the organization
Once identified, in partnership with the interdisciplinary implementation team we mapped a
set of potential solutions to address each of the implementation barriers. In line with the
concept of developing health behavior change interventions with the application in mind
when,24 the solutions were then incorporated into the design of the evidence-based PTP and
integrated into the overall implementation strategy. An example of the “solutions map” for
the implementation barriers is provided in Table 1.
4) Develop an Evidence-Based and Context-Appropriate PTP
The specific PTP exercises were selected after a systematic review of the existing literature
to identify those exercises previously used in successful PTP’s while considering the
previously identified context-specific implementation barriers. Those exercises that were
evidence-based, would best meet the needs of the organization and would address the
implementation barriers were selected for inclusion in the PTP. As noted above, we also
worked with the interdisciplinary team and key stakeholders to select exercises that would
also support and enhance military physical performance. The outcome of this process was
the “Dynamic Integrated Movement Efficiency” (DIME) PTP (Figure 2). The DIME PTP
represents an evidence-based PTP that provided solutions for the problem of lower
extremity injuries within the organization. Furthermore, the DIME PTP was designed to be
performed within the previously identified logistical constraints and align with
organizational goals for success.
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It is important to note that the specific exercises included in the DIME PTP were only
finalized after achieving administrative support, establishing an interdisciplinary team, and
identifying appropriate solutions to all implementation barriers. Traditionally,
implementation of injury prevention programs begins with trying to convince an
organization that they should adopt a pre-established set of exercises. This approach often
results in sub-optimal levels of compliance and long-term maintenance.9,25,26 This
traditional approach is not based on a collaborative process between administrative leaders,
key stakeholders, and those seeking to develop and implement the PTP. Often this is a lost
opportunity to develop a level of trust between all parties and ensure that the mutual goals of
all key stakeholders are addressed during the development and implementation of the PTP.
In addition, the pre-established set of exercises may not fit the implementation context or
take the “implementation barriers” of the organization and setting into account. While it is
important to have a general idea for the specific evidence-based exercises to be included in
the PTP, we believe the content of the PTP should not be finalized until going through the
initial three steps, thus ensuring that the program is collaboratively designed, meets the
organization’s needs, and can be implemented within the identified logistical constraints.
These steps are critical to facilitate buy in and support for the program among key
stakeholders and end users and will likely enhance long-term sustainability following the
initial implementation cycle.
5) Train the Trainers and Users
After working with key stakeholders to develop the DIME PTP, we then developed
educational strategies and support materials to train those who would be leading the program
(trainers) and delivering it to the end-users. To address one of the acknowledged key drivers
of implementation success,10 the goal was to develop high levels of competency and self-
efficacy among the trainers who would be leading the DIME PTP. In addition, we sought to
achieve buy-in from the trainers by highlighting that the organization supported the
implementation of the DIME PTP and that it was aligned with organizational goals for
success. We focused our “train the trainer” process around five areas: effectiveness,
alignment, knowledge, self-efficacy, and feedback.
A 2-hour educational workshop was held a month before implementing the DIME PTP. The
workshop was divided into lecture and hands-on application components. During the lecture
we addressed the areas of effectiveness, alignment, and knowledge to instill a positive
attitude for performing the DIME exercises in the trainers. Effectiveness was addressed by
highlighting the positive outcomes associated with implementing the PTP, such as reduced
injury rates,18–20 reduced organizational costs,27 and improved organizational
performance.28 We also emphasized how the DIME PTP was designed by an
interdisciplinary team, including their organizational leaders and stakeholders, ensuring that
the program was in alignment with the overall goals of the organization. In addition, we
demonstrated that the DIME PTP could be implemented within the identified logistical
constraints (e.g. time, equipment, location, etc.) and would enhance, rather than detract from
other training. This process highlighted that there were no “implementation barriers” to
prohibit compliance with the program. We then focused on instilling the requisite knowledge
in how to perform and lead the DIME PTP. This was accomplished by ensuring that the
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trainers understood the overall purpose of the exercise program and the rationale for
including each exercise in the program. The trainers were informed about how each exercise
achieved specific injury prevention and performance enhancement goals. Movement quality
or technique is one of the most critical aspects influencing the success of an injury
prevention program.29 As such, significant emphasis was placed on the importance of
excellent movement quality or technique when performing each of the DIME PTP exercises
rather than on the quantity of repetitions completed. Common movement quality / technique
errors and corresponding corrective instructions were also described for each of the DIME
exercises. A final component of developing a positive attitude was focused on providing
examples of other high-level athletes who commonly perform PTP exercises, similar to the
DIME.
After the lecture component of the educational workshop, we conducted hands-on training
where the trainers performed each of the exercises, learned to lead and teach the exercises,
and practiced providing feedback to correct movement quality / technique errors. During the
hands-on training process we focused on ensuring the trainers were able to:
• Explain the rationale (injury prevention and performance enhancement) for each
exercise
• Perform each exercise with proper technique
• Identify technique errors and poor movement quality during each exercise
• Provide general and targeted instructional cues to improve technique and
movement quality
• Modify the difficulty level of each exercise to ensure proper technique and
movement quality was achieved
After conducting several hands-on “train the trainer” sessions, strategies to better engage
with the trainers and achieve higher levels of buy-in and self-efficacy were developed. First,
we identified that it was important to always provide positive reinforcement when educating
trainers about the rationale and how to perform the exercises. Most trainers had no
experience with performing or leading injury prevention exercises and had minimal
expertise in assessing movement quality. Thus, we used positive reinforcement when
coaching the trainers on their leading of the PTP to keep the trainers committed to the DIME
PTP. Second, we avoided using negative feedback when correcting the trainers on how they
were performing the exercises or providing instructions to others. Rather we identified
“ways to improve” the performance and leading of the exercises by the trainer. This was
done to avoid negative associations with performing and leading the DIME PTP. Finally, we
limited our feedback on “ways to improve” to only a few (2–3) specific items. We found
that focusing on multiple items was often confusing to the trainers. Thus, we prioritized the
most important technique and movement quality errors for each exercises and limited
feedback to these few items.
Supplemental materials were developed to reinforce the information presented during the
educational workshop. This “Trainers’ Toolkit” included a detailed handbook describing
each DIME PTP exercise, a laminated 8.5 × 11 inch “clipboard sheet” with an overview of
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each exercise (Figure 3). The clipboard sheet also included reminders of common errors and
instructional cues to provide when leading the DIME PTP exercises. In addition, trainers
were given a website (http://dimeinjuryprevention.weebly.com/) containing videos of:
• Examples of correctly performing each of the DIME PTP exercises
• Examples of common exercise technique errors and corresponding instructional
cues
• Quizzes to identify those performing exercises with good and poor technique
• Discussions of real-world applications of DIME PTP exercises
• Supporting research for implementing the DIME PTP
The purpose of the Trainers’ Toolkit was to further improve the trainers’ perceived control
and self-efficacy for implementing the DIME PTP.
Providing adequate training and support materials to those who will be implementing the
PTP is critical. We solicited input from the trainers along the way during the initial
development and pilot testing of the DIME and modified or added support materials that
they suggested would enhance their confidence and ability to model, teach, and provide
feedback on the PTP exercises. The overall goal was to establish the background knowledge
and confidence to implement the program, ensure that all trainers could perform all
exercises, and that they could identify and correct critical movement errors. To ensure this
was achieved we also implemented strategies to monitor fidelity control and provide
feedback to trainers during implementation process.
6) Fidelity Control
The DIME PTP was implemented 3–5-times per week over a 5-week training period (17
total training sessions). In order to provide on-the-job coaching and performance
assessment30 we developed a scoring rubric to evaluate the fidelity of implementation of the
DIME PTP (Figure 4). During each training session we evaluated the leadership abilities of
the trainer as they led their group through the DIME PTP exercises. We also evaluated how
well the group performed each exercise and the ability of each trainer to provide appropriate
instructional cues. “Leadership”, “exercise execution”, and “overall” scores were then
developed based on the evaluation rubric. At the end of each training session we reviewed
scores with the trainer and provided feedback on a few key “ways to improve” for the next
training session. This information was also translated to key members of the leadership team
during the intervention cycle.
We felt it was important to establish positive associations with leading and performing the
exercises to achieve long-term adoption and compliance with the DIME PTP. Thus, many of
the lessons learned during the initial pilot “train the trainer” sessions were applied when
providing on-the-job coaching and feedback to the trainers after each training session (e.g.
positive reinforcement, ways to improve), as we did not want to facilitate any negative
associations. In the future, we believe it may be important to emphasize to the end-user that
after performing the DIME exercises they are now “warmed up and ready for training” the
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remainder of their training program. This may help to establish a sense of achievement and
reward when completing a PTP, thus helping to facilitate the desire to continue to perform
the exercises in the future.
7) Exit Strategy
Given the existing logistical constraints of a military training environment, we provided
support for the implementation of the DIME PTP over a 5-week training period. Time based
completion of PTP’s may not be ideal for achieving success and an alternative approach
based on achieving pre-defined goals may be more desirable if it fits within the
implementation context. We suggest that objective criteria for achieving “high-fidelity
implementation” should be established by the interdisciplinary implementation team during
step 2. This can be evaluated using a fidelity score, such as previously described. Once pre-
defined levels of high-fidelity implementation have been achieved it may be appropriate to
scale back the level of support. For example, transitioning from daily on-the-job coaching
and feedback to 2–3 times per week may be appropriate once high-fidelity implementation is
achieved. Assuming that implementation fidelity remains high, further reducing the level of
support to random observations can occur over time. However, if implementation fidelity
decreases, then it may be appropriate to increase monitoring frequency and provide
additional on-the-job coaching and feedback. The key is to have pre-defined objective
criteria for the withdrawal of support that are based on program fidelity, not simply time if
possible.
Following the training period the interdisciplinary implementation team met to discuss ways
to refine the DIME PTP design and implementation strategies in the future. All members of
the interdisciplinary implementation team were asked to provide feedback on ways to
address potential barriers for long-term adoption across all administrative levels. To ensure
long-term adoption and PTP sustainability we developed strategies for addressing each of
the issues raised and presented these solutions to the team at a later date and sought their
feedback and consultation. This allowed us to continue the collaborative process of refining
and implementing the DIME PTP. It also allowed us to provide materials and resources that
the end-users deemed important to support ongoing sustainability for the program.
The exit strategy should also consider ways to embed the implementation strategies (e.g.
educational workshop, hands-on training, on-the-job coaching and feedback) into the
systems of the organization. Future high-fidelity implementation of the PTP will require
continued delivery of these implementation strategies, thus these strategies will need to
become part of the organizations normal operating procedures. Data that the organization
routinely collects (e.g. fitness test scores, injury surveillance data, etc.) may be used to
support the on-going implementation (maintenance) of the PTP. For example, highlighting
positive associations between PTP implementation with fitness test scores and injury rate
reductions may strengthen the organization’s long-term commitment to implementing the
PTP (maintenance).
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Our experience implementing the DIME PTP in a real-world military training environment
led to the development of the 7-steps for PTP design and implementation planning that can
be used to operationalize stages 3 and 5 of the TRIPP framework and other models for
implementing behavioral health interventions. Perhaps the most important lesson learned
was the significance of working with an interdisciplinary implementation team to consider
the intervention implementation context and identify implementation barriers with
associated solutions before designing the final version of the PTP. To date, the majority of
research on sport injury prevention programs has focused solely on the content of the
program (i.e. the specific exercise selection and program duration) without considering the
context in which the program is to be implemented by other key stakeholders including the
program trainers, coaches, and end-users.
Our experience suggests that to achieve optimal implementation compliance and long-term
adoption (maintenance) and sustainability we must first develop administrative support
within the organization for which the PTP is intended. After administrative support is
established, it is imperative that an interdisciplinary implementation team be developed
comprising key stakeholders from multiple levels within the target organization.
Development of an interdisciplinary implementation team will ensure the most effective and
efficient identification of barriers prior to implementation of the PTP that may otherwise be
ignored if stakeholders from multiple sectors of the intervention context are not involved in
the planning process. Potential program critics should also be consulted during the process
to identify potential barriers. Identifying barriers to implementation before PTP
implementation facilitates development of an evidence-based and context-appropriate PTP
that has a greater probability of wide-spread adoption, high-level implementation
compliance, maintenance, and sustainability within the target organization.
Once the PTP has been designed to circumvent implementation barriers, the program is
ready for implementation within the target organization, and leaders can be trained to
effectively implement the program. It is vital that the implementation team establishes a
high-level of competence and self-efficacy within the trainers to ensure they are comfortable
instructing individuals how to successfully perform the exercises as intended prior to
initiating the PTP. Trainers should also feel they are competent in exercise error
identification and correction. As trainers develop a high-level of competence and self-
efficacy they can be transitioned into receiving on-the-job coaching and feedback over a
decreasing schedule. However, the feedback schedule should only be decreased as the
organization meets objective checkpoints for high-fidelity implementation and performance
of the PTP. Once objective high-fidelity implementation of the PTP is achieved, the
implementation team can begin to withdraw from the target organization with a planned exit
strategy that facilitates long-term sustainability and maintenance of the PTP. We believe that
integrating these seven steps as part of the PTP design and implementation strategy can
enhance the effectiveness and sustainability of an injury prevention program in real-world
settings.
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• The Translating Research into Injury Prevention Practice (TRIPP) framework
describes 6 stages in injury prevention. This paper provided details on
implementing injury prevention movement training programs, with an emphasis
on “developing the injury prevention intervention” (Stage 3) and to “describing
the implementation context to inform implementation strategies” (Stage 5). We
address both the military and civilian setting.
• Establish administrative support for the preventive training program and
develop an interdisciplinary implementation team of key stakeholders to identify
implementation barriers and develop solutions to overcome these barriers before
designing a preventive training program.
• Base preventive training programs on the best available evidence and engineer
programs to address all identified implementation barriers.
• Establish a high-level of competency and self-efficacy in the trainers who lead
the exercises before “going live” with the preventive training program.
• Provide regular on-the-job coaching and feedback to trainers using positive
reinforcement, simple and targeted suggestions of “ways to improve”, and
quantitative measures of program fidelity.
• Reduce the frequency and quantity of on-the-job coaching and feedback to
trainers as they meet objective criteria for high-fidelity implementation and
performance of the program.
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Seven steps for effective preventive training program design and implementation – an
evolution of sports injury prevention models.
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Development of the DIME PTP using a solutions oriented process to address
implementation barriers using evidence-based exercises for injury prevention.
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Clipboard sheets provided as supplemental educational materials to facilitate high-fidelity
implementation of the DIME PTP by trainers.
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Scoring rubric to evaluate fidelity of DIME PTP implementation.
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